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records, whether written or electronic, shall
contain at a minimum:

{g) Written summary reporis containing home
health care services provided, the patient ' s
status, recommendations for revision of the plan
of treatment, and the need for initiation,

i continuation or termination of services:

This REQUIREMENT is not met as evidencad
by:

Based on record review, observation and
interview the Agency failled to document |
recommendations for additional treatment in 1 of
10 client's clinical records, (Client #2) Findings
include

1. Per observation on 1/12/03, Client #2, who

has chraonic leg infections, had dried blood on the |
second small toenail. Client #2 stated "l cut them
[the toenails] myself”. Per record review, a PTA
{physical therapy assistant) note dated 12/30/08,
stated "client reports the nails to be cut on jeft
foot, client would like to knaw if nursing from

home health could perform nail cutting”. :

Per interview on 1/14/09 at 1:00 PM, the Clinical

¢ Directar stated that although the patient was

called to discuss different options for the

' treatment, no documentation of the conversation

or recommendations made were entered in the
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An unannounced stats designation survey was
conducted between 1/12/09 and 1/14/09,
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144 A home health agency ' s patient clinical In-house nurses will record all message

regarding patients in the electronic
medical record. On-goi
|

What measures/systemic change will assu
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the deficient practice does not recur?

puring the month of 2/09 and periodical
thereafter, office nurses will keep wri
logs of phone calls taken whicH will be
compared to notes in the patient's
electronic record to assure 100% compli
[ 2/27/09 g periodicdlly ther
' after

How will the corrective action= be moni
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nn Mallett, Executive Director, will
itor 1 and 2 and assure compliance. :
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clinical recaord. :
| Per interview on 1/15/08, the Physical Therapist | i
confirmed that the clinical record lacked ' :
recommendations, initiations of revigions for l
treatment, or any follow-up to address the client's
i need for nail cutting.
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